this weakness various arrangements have been made between the departments for the coordination of these services at central and local administrative levels, primarily to achieve integration at the level of the individual patient under the supervision of his general practitioner.
Divided Responsibility for Patients
In practice these arrangements do not work as well as was hoped, because management of the patient has been divided into physical, mental, social, vocational and economic components and each is further subdivided. Responsibility for the patient involves many people who do not meet SEPTEMBER the general practitioner or each other and often do not even see the patient. This division of responsibility may slow up the whole process of treatment and rehabilitation. Those concerned include general practitioners, specialists including psychiatrists in hospital and at medical rehabilitation centres, industrial medical officers, medical officers of industrial rehabilitation units and vocational training centres, medical officers of health for domiciliary rehabilitation including re-housing, medical officers at regional appliance centres, medical officers of insurance companies, regional medical officers dealing with claims for sickness benefit and pensions and school medical officers when children are involved. To the doctors must be added the para-medical personnel and the technical officers of the Ministries of Education, Health, Labour, Pensions and National Insurance.
In hospitals there can be a lack of co-ordination between departments unless they are brought together through the medium of case conferences. Even more difficulty is encountered in integrating the various extra-mural services. A surprising number of people may be concerned in geographically separate places which patients or their relatives have to visit. Direct consultation is uncommon and communication is by certificate, letter, telephone or even messages sent through patients and relatives.
In some central and local Government departments there is no direct medical responsibility for certain aspects of rehabilitation and, although medical advice is usually sought, it is not necessarily acted upon nor are the reasons given unless specially requested. It has been suggested that a single Government department should be responsible for all aspects of the rehabilitation and resettlement of disabled people, but, as the Piercy Committee (1956) indicated, this is not the answer to the problem of co-ordination. Medical rehabilitation cannot be divorced from other aspects of medical care, nor can the education, employment and social security of disabled people be separated from the wider aspects of education, employment and national insurance. 
Resettlement Clinics
The need to integrate the medical and industrial aspects of rehabilitation became apparent soon after the passing of the Disabled Persons (Employment) Act, 1944 , and led to the setting up of Medical Interviewing Committees about 1946. These Committees were based at selected hospitals in industrial areas and brought together an industrial medical officer, an almoner, a disablement resettlement officer (D.R.O.) and a member of the hospital medical staff who acted as chairman. Their purpose was to advise the disablement resettlement officer concerning unemployed disabled persons attending the local employment exchange.
It was soon found more advantageous to effect liaison during treatment of the disabling illness, and about 1947 some hospitals began to establish informal case conferences, the so-called resettlement clinics. A few years later the need to establish liaison with the developing local health and welfare services led to arrangements with the Local Authorities for the local health visitor and welfare officer to attend the resettlement clinics (Cooksey, 1954) .
Resettlement clinics are held once or twice a month at King's College Hospital and each year the industrial resettlement of about 45 patients and the social resettlement of about 25 patients have been considered. The types of cases have been fairly consistent and two previous followups have been undertaken to find what proportion of patients succeed in obtaining and holding suitable employment. In January 1960 a further follow-up was done of the patients seen in the industrial resettlement clinics in 1957 and 1958 to investigate the time interval between patients being assessed as fit for work or industrial rehabilitation and their obtaining suitable employment (Table I) . Table II shows the type of cases that have been through the functional assessment unit in the past two years. The high incidence of disorders of the central nervous system is notable; and the somewhat fewer surgical than medical cases, indicative of the increasing attention paid to the rehabilitation of medical disorders in recent years.
43 of 74 patients with fractures of the femoral neck returned home to relatives and 18 returned home to live alone. All were independent of help, using only a single tripod stick when discharged after an average hospital stay of five weeks. Those who had to climb stairs were trained to do so and, when required, an additional handrail was fitted. This rapid and virtually complete rehabilitation has been possible in the last two years when orthopedic surgeons allowed pinned intracapsular fractures to start partial weight-bearing at ten days. The remaining 13 cases had to be transferred to half-way houses or Part III accommodation but in every instance there was a complicating factor such as hemiplegia, Parkinson's disorder, mental confusion, and so on. The average age of all cases was 76 years.
Integration by Concentration of Services
The following is a long-term plan which could effect integration of treatment and rehabilitation without altering the existing structure and administration of the health and allied social services.
Most of the necessary services are represented in every sizable community but they are often geographically widely separated with no common meeting ground for the personnel concerned. The main general hospital of a district could become the medico-social centre of the area by the addition of accommodation for as many of the other services as possible, including a common record department. Each department would keep its own full working notes because these are not always ready or suitable for general circulation, but the essential clinical details and the prescription of treatment and other services would be entered on common records.
A the Ministry of Labour, to act as a holding centre for patients as soon as they become fit for work and are awaiting suitable vacancies in local industry or admission to training centres. A medical and technical officer from the regional appliance centre and possibly from the regional limb-fitting centre should have consulting rooms and facilities for testing patients in the use of the more common appliances. Whilst these specialized services have to be regionalized, a great deal of correspondence, travelling by patients and incorrect prescription would be saved if the expert personnel of these services were available for regular consultation at the centres where the greatest demand is concentrated. The National Assistance Board has offices in every district. One of these could also be at the medico-social centre and might include consulting rooms for the regional medical officers of the Ministry of Health. Like general practitioners' surgeries and local authority clinics, National Assistance offices would also be needed at the periphery of the district.
At first sight this proposal of a medico-social centre may seem unworkable in London and in large cities where there are so many hospitals, general practitioners and local authority services. Nevertheless, the National Health Service has already brought about a more even spread of services and the majority of patients are dealt with in their own districts, so that integration should not be difficult to achieve. Now The discipline of genetics has slowly evolved a vocabtulary to explain virtually all natural phenomena, including congenital malformations, in terms of the genetic theory of inheritance. Moreover, in experimental work, the geneticist must of necessity eliminate as far as possible all environmental variables. As the chemistry of the chromosomes advances, further support is given to the basic biological principle that everything is, in the last analysis, due to the gene. But actually both genetic and environmental factors are of importance and in the case of congenital malformations the possible influence of environmental factors must not be overlooked.
In Table I are summarized all the known nongenetic factors which have been implicated in the development of congenital malformations either in man or experimental animals. The data on the experimental side is restricted to those factors shown to operate in the placental mammal.
In Group A (the influence of the maternal diet) only one factor, protein deficiency, is based on clinical findings and is, at the moment, a tentative one. All other factors in this group are derived from the observation of naturally occurring malformations in domestic mammals or from
